The early manifestations of acute myeloid leukaemia (AML) include easy bruising, petechiae, epistaxis, gingival bleeding, conjunctival haemorrhages, and prolonged bleeding from skin injuries1. To our knowledge AML has not previously been described as a cause of airway obstruction.
CASE HISTORY
A 70-year-old woman, previously fit and well, came to the accident and emergency department with a five-day history of weakness and fatigue associated with sore throat, cough and increasing dyspnoea. There was no history of trauma to the neck and she was on no medication. She had a mild inspiratory stridor at rest, and indirect laryngoscopy and flexible nasendoscopy revealed a diffuse swelling of the right supraglottis and glottis with generalized oedema of the laryngeal inlet. Haemoglobin was 9.6g/dL, white cell count 0.83 x 109/L, and platelet count 26 x 109/L. She was started on intravenous antibiotics and hydrocortisone to treat a possible infective cause and to reduce the obstructive oedema, and a haematological opinion was sought. After a bone marrow biopsy acute myeloid leukaemia was diagnosed and she was transfused with 10 units of platelets to correct the thrombocytopenia. Tomography of the larynx showed bilateral transglottic narrowing.
Initially the patient's condition improved but 48 hours after admission the stridor was increasing and haemoglobin was falling. Tracheostomy and direct laryngoscopy were planned. Before surgery a further 5 units of whole blood and 5 units of platelets were given. Direct laryngoscopy revealed a large transglottic haematoma mainly affecting the right side of the larynx with oedema of the laryngeal inlet, and a tracheostomy was performed without incident. One week later, repeat laryngoscopy revealed almost complete resolution of the haematoma and the patient was successfully decannulated. She has remained well with regular transfusions and has declined any chemotherapy. COMMENT Previously described haematological conditions resulting in upper airway haematomas include anticoagulant therapy2, haemophilia3, polycythaemia rubra vera4 and idiopathic thrombocytopenic purpura5. We could not identify any previous report of an acute or chronic leukaemia causing upper airway haemorrhage. Other reported causes of airway haemorrhage are blunt and penetrating trauma to the larynx, cervical spine injuries, and complications from surgical procedures6. The areas commonly affected in the upper aerodigestive tract include the retropharyngeal space, the sublingual space and the larynx.
Airway obstruction demands prompt diagnosis and treatment. A suspected haematoma should be confirmed by indirect laryngoscopy or flexible nasendoscopy, performed by an experienced otolaryngologist. If the airway needs to be secured, the options are intubation or open tracheostomy (which will require prompt correction of the coagulopathy). A planned tracheostomy has far less morbidity and mortality than one done rapidly in an emergency.
